Dear Editor in Chief,
Mesenteric panniculitis (MP) is a benign inflammatory condition of unknown etiology that involves the adipose tissue of the proximal mesentery and has received considerable attention over the last two decades. In a recent couple of papers published in volume 94 (2011) of JBR-BTR we successively tried to explore the typical imaging findings and to prospectively study the prevalence and natural course of MP (1, 2) .
The radiological CT diagnosis of MP is classically based on typical if not pathognomonic features clearly described and documented in the literature (1) (2) (3) (4) (5) (6) . They comprise the presence of a well-defined "mass effect" on neighboring structures (sign 1) constituted by mesenteric fat tissue of inhomogeneous higher attenuation than adjacent retro peritoneal or mesocolonic fat (sign 2) and containing small soft tissue nodules (sign 3). These nodules are typically surrounded by a hypoattenuated fatty "halo sign" (sign 4) and a hyperattenuating pseudocapsule may also surround the all entity (sign 5). The last two signs (4 and 5) are considered inconstant but extremely specific.
We first concluded that the prevalence of mesenteric panniculitis was much higher than previously reported ranging from 3, 42% to 7, 83% of patients -following the number of CT signs (3 or 5) considered as efficient to achieve the diagnosis -in which an abdominal CT was performed for various reasons or symptoms (2) . This high prevalence could probably explain the spontaneous association with the numerous and probably unrelated clinical situations One of our most important but still controversial conclusions was that the value of MP in term of predictivity of an associated neo plasm was probably not relevant. Indeed except a discretely higher prevalence found in patients presenting with bladder and/or prostatic neoplasms and with found in the literature in many single cases reports. In fact we also concluded that the vast majority of cases could be considered as idiopathic, benign an asymptomatic (2). Moreover follow-up CT studies showed a great stability of the CT findings of mesenteric panniculitis in about 85% of cases (2) . Fig. 1 . -Axial images (A-C) illustrate rather typical CT features of mesenteric panniculitis (MP) comprising mesenteric fat tissue of slightly higher attenuation than adjacent retroperitoneal or mesocolonic fat, a "mass effect" on neighbou ring structures, diffuse small soft tissue nodes and a subtle "halo sign" around several nodes. Nevertheless unusual and sometimes supracentimetric large nodes (black arrows) are also associated in the mesentere itself and in the preaortic retroperitoneal fat. Fortunately a previous abdominal CT performed 30 months earlier is available in our PACS (D-F) already
showing MP signs and subtle peripheral nodes. We first conclude that the process has an extremely slow growth reinforcing the high probability of a begnin process. For safety reasons a PET/CT is proposed (G-I) to reinforce the diagnosis of benign MP. Nevertheless the results appear very ambiguous and paradoxically pejorative with a marked hypermetabolism of the largest atypical nodules.
Ultrasound and laboratory tests were normal. Abdominal CT demonstrated typical CT findings of mesenteric panniculitis (MP) (Fig. 1A -C) but some unusual and sometimes supracentimetric large nodules were also associated in the mesentery itself and in the preaortic retroperitoneal fat. A previous abdominal CT performed 30 months earlier was available in our PACS (Fig. 1D-F) . Typical MP was already clearly visible and had been described. The nodules described today were also already present but at this time there were infracentimetric. It was thus first concluded that the process has an extremely slow growth, reinforcing the high probability of a benign process. However for safety reasons PET/CT was performed ( Fig. 1 G-I ) to reinforce the diagnosis of benign MP. Nevertheless the results appeared very ambiguous and para doxically pejorative with a marked hypermetabolism of the largest atypical nodules.
Celioscopic mesenteric biopsy was first performed and illustrated typical histopathologic features of MP.
Nevertheless we remained convinced that the histology did not correspond to the nodule that had been supposed to have been biopsied. Indeed the fat content of the histologic specimen was too important to correspond to the positive PET-CT dense nodule. In fact the histology was more corresponding to the more classical and usual inflammatory fat that constitutes most of the volume of the mesentery in cases of MP (Fig. 3 A, B) . Effectively the nodule was still visible on a control CT performed two months later (Fig. 2B ) and the scar of the unsuccessful surgical biopsy was clearly seen near it (Fig. 2A) . The nodule was clearly visible during focused abdominal ultrasound (Fig. 2C, D) and pressure on the lesion was painful. Percutaneous biopsy under ultrasound guidance and supported by Conebeam CT revealed a benign histology of dense inflammatory fibrosis (Fig. 3C, D) .
The patient was finally discharged with symptomatic treatment (analgesic and anti-inflammatory drugs)
This case demonstrates that while most cases of MP have pathognomonic CT appearances there are atypical presentations where more invasive diagnostic strategies are needed. Our case also offers the opportunity to illustrate different histological patterns of the same benign disease. being useful to correctly exclude mesenteric tumoral involvement in doubtful or ambiguous cases (2) .
Nevertheless even with an excellent experience in CT diagnosis of MP, unusual and ambiguous situations may be found in several patients necessitating the deployment of more unusual and/or invasive strategies to obtain an unambiguous certified diagnosis.
So we also recently read with interest the paper of Garg (11) who performed CT-guided percutaneous administration of Spot sterile carbon stain to a single F-18 FDG positive mesenteric lymph node to allow identification during subsequent laparoscopic resection in a patient presenting with an atypical PETpositive mesenteric panniculitis.
We recently experienced a similar atypical and ambiguous case. A 68 year-old presented to the department of gastroenterology with complaints of fluctuating epigastric abdominal pain. Gastroscopy, upper abdominal lymphoma the general prevalence of mesenteric panniculitis in our study didn't significantly differ in our two "neoplastic" and "non neoplasic" large cohorts of patients (2) . This important conclusion remains ambiguously controversial for several authors (7, 8) but nevertheless and recently been comforted by a large matched case-control study (9) .
Another of our conclusions, which remained more speculative, was that the potential progression of MP to the heavy more debilitating retractile mesenteritis was extremely difficult to predict. It seemed to remain a very rare event that was not encountered in our rather long period of observation (1,2). Therefore such a progres sion may also be considered as doubtful. A real kinship or a complete independence between the two entities remains thus an open question which cannot be unequivocally answered.
Finally PET/CT as reported by Zissin (10) was also comforted as not mandatory for the diagnosis but may be of valuable assistance. Moreover, not every entity with increased IgG4+ plasma cells and a high histologic IgG4/IgG ratio can be considered to belong to the IgG4-RD spectrum. Most authors agree that a definitive diagnosis of IgG4-RD requires histo logic confirmation includ ing the presence of characteristic histo pathologic features such as dense lymphoplasmacytic infiltration, stori form fibrosis, obliterative phlebitis, mild to moderate eosinophilia and germinal center formation along with immunohistochemical staining demonstrating an increased number of IgG4+ cells (15) . Except the ab sence of obliterative phlebitis most of these classical histo pathologic were undoubtedly found in the re ported case.
One thing is certain, future research is still needed to continue to affirm or refute the possibility that mesenteric panniculitis MP (alias sclerosing mesenteritis) belongs to the ever growing group of IgG4-RD.
Until now the precise etiology of MP (the more accurate histological name being "sclerosing mesenteritis") remains unknown. However, as shown in the reported cases, many histological features such as the presence of lymphocytic infiltrates, and to a lesser degree of plasmocytic and eosinophilic reactions in "active" nodules and but also the development of massive fibrosis which succeeds when the lesions become more quiescent is not unlike the appearance of autoimmune diseases.
In this autoimmune hypothesis the possibility that MP could represent another additional expression of the constantly increasing group of IgG4 related diseases (IgG4-RD) has already been suggested by several authors (12, 13) but rejected by others (14) because of a relatively low rate of IgG4+ plasma cells during immunohistochemistry.
Nevertheless today there is no published international consensus on the diagnostic criteria for IgG4-RD (15). A raised serum IgG4 level is 
